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ABSTRACT
Back ground: HIV screening is recommended by the health care providers as standard
medical care to detect unrecognized HIV infections and to create linkage to care,
treatment and support services for patients attending health facilities.
Objective: this study was designed to determine the magnitude of provision and
utilization PITC service and identifying factors that influence the acceptance of PITC
services among outpatient department patients.
Methods: facility based cross sectional study was conducted on 844 patients attending
outpatient department in Addis Ababa at five hospitals using pre-tested structured
questionnaires from February-March, 2011.
Results: The majority 61.6 %( 475) of respondents were females and their mean age
were 33.5+ 12.6(SD) years. The overall utilization rate was 27% and only 36.7% was
offered HIV testing and counseling by service providers. Patients offered HCT by
providers were five times more likely to accept HIV testing and counseling with {AOR
95%CI=4.8(2.7, 8.5). Those patients who did not know whether healthy looking
persons can have HIV infection and patients who were willing to maintain their
relationship if their partners become HIV positive were less likely to accept PITC with
{AOR95%CI=0.15(0.04, 0.52)} andAOR95%CI=0.53(0.30, 0.94)}. Patients who had
knowledge about healthy looking persons can have HIV infection had high PITC
acceptance with {AOR95%CI=2.01(1.01, 4.01)}. Patients from private facilities were
accepted PITC less than the public facilities {AOR= 0.38(0.21, 0.67)}. primary and
tertiary education had lower PITC acceptance rate with {AOR95%CI=0.17(0.04,0.71)
and 0.25(0.07,0.93)}.And patients having monthly income of 500- 1000birr were
more likely to be tested as compared to those who had lower income with {AOR95%CI
=4.32(1.31,14.2)}. Being house wife by occupation had higher PITC acceptance with
{AOR=3.95, 95%CI= (1.02, 15.3)}. The availability of free ART had higher PITC
acceptance rate with {AOR95%CI= 2.2(1.02, 4.63)}.
Conclusions and recommendations: The provision and utilization of PITC in the
outpatient department was low. So all providers should follow the guide lines and offer
HIV testing to all patients visiting health facilities irrespective of risk behaviors.
11. INTRODUCTION
1.1 problem statement;
AIDS is the global pandemic with cases reported from every country. In 2008 33.8 million
PLHIV( 31.3 million adult ) and 2.7 million new infections and 2 million deaths (1.7 adults)
in the year (1) . Sub-Saharan Africa bears the burden of the global epidemic about two thirds
(68%) of all adults and children with HIV globally live in sub-Saharan Africa (2).
Ethiopia is one of the most affected sub-Saharan countries. In 2008/09  using sample testing
estimate adult HIV prevalence is 2.4%(3). There is 1,116,216 PLHIV;131,145 new HIV
infection and 44,751 AIDS related deaths(4) and HIV incidence since 2005 was 0.26%(5).
The HIV/AIDS epidemic in the country is classified as “generalized” among the adult
population and continues to impact every sector of society with huge regional, urban-rural
and sex differentials. The 2009 estimated prevalence for urban7.7%, rural 0.9%, males 1.8%
,females 2.8%and women accounted for 59% of the HIV-positive population (3, 4).
Client-initiated HTC refers VCT is initiated by clients seeking to know their HIV status. HIV
testing in VCT is considered public or social testing and constitutes a prevention strategy (6-
8).Typically, VCT emphasis on tailored risk reduction counseling to help the client identifies
a plan for the prevention of HIV transmission (6-8).VCT has been until recently, the primary
model for providing HIV testing and counseling but uptake of VCT has been limited by low
coverage of services, fear of stigma and discrimination, and lack of perception by many
people even in high prevalence areas (6, 7, 9, 10).
In 2006 survey from several sub-Saharan African countries showed that only 10% of men and
12% of women had been tested for HIV, implying that most of HIV-infected persons are
unaware of their status (11). Many patients know their HIV diagnosis at a late stage of the
disease after repeated clinical visits to the health care system, representing missed
2opportunities for counseling and testing and sub-optimal therapeutic response due to
advanced immune-suppression (12-14). Concerned by  late diagnoses of HIV infection and a
high proportion of people unaware of their HIV status, and people who are aware of their
HIV status reduce risk behaviors, CDC issued revised guidelines in September 2006
recommending “HIV screening” for all persons aged 13-64 years attending health facilities in
the United States(6, 15) and in 2007 " WHO, UNAIDS and CDC" has developed  guidance
on PITC in health facilities  to improve HIV diagnosis, treatment and care and to expand the
availability and uptake of PITC in clinical settings(6).
Provider initiated HIV testing and counseling refers to HCT is recommended by health care
providers to persons attending health care facilities as a standard component of medical care.
PITC is voluntary not compulsory or mandatory testing and the “three C’s” – informed
consent, counseling and confidentiality must be observed at all times and patients should
never be forced to undergo testing against their will (6-8).
PITC also aims to identify unrecognized HIV infection in persons visiting health facilities
and is the critical entry-point for treatment, care and prevention efforts. Therefore, health care
providers may recommend HIV testing and counseling to all patients even if they do not
show obvious HIV-related symptoms. It is a basic responsibility of heath care providers to
recommend HCT as part of the patient’s routine clinical management in persons presenting to
health facilities with symptoms or signs of HIV illness and failure to recommend is
substandard medical practice (6-8) .
PITC has two approaches. Opt -in - patients must affirmatively agree to the test being
performed after pre-test information has been received. Opt -out - individuals must
specifically decline the HIV test after receiving pretest information if they do not want the
test to be done(6, 8). The most important motive for routine PITC is to increase the number
of patients tested, to identify HIV patients at early stage of the disease and to link to medical
3care and support services (6, 14, 16). PITC has contributed to the reduction of stigma
associated with HIV/AIDS, promotion of behavior change and facilitated access to
prevention, care and treatment for PLHIV (6, 9, 11, 17)
In 2004, Botswana has introduced PITC in systematic fashion and the program revealed a
dramatic increase in testing: from 60,846 in 2004, to 157,894tested in 2005, and to 88,218 in
2006(18).Similarly, in Kenya, an emergency department-based routine PITC program
demonstrated a 97% testing acceptance rate with 82% of HIV infected patients attending their
first post-test follow up clinic visit (19).
1.2 Justification for the study
Testing all patients routinely for HIV in settings with generalized HIV epidemics like
Ethiopia has the benefit of diagnosing the infection early and thereby preventing morbidity,
mortality and reducing transmission through initiating prophylaxis, management of
opportunistic infection and timely ART (16, 20). The uptake of PITC varies from 12% to
98% across different settings, patients’ categories and the testing approach used (21, 22). The
HIV test uptake increased from 12-62% to70-98% using an "opt-in" (15, 23) and "opt-out"
approach respectively (9, 17).
The availability of HCT services in Ethiopia has been uneven and even when available,
uptake has been relatively low and most of patients presented to health facilities were at late
stage of the disease resulted in poor management out come. Therefore, identifying the
utilization and factors affecting acceptance of PITC may have contribution in increasing and
integrating the response to HIV/AIDS epidemic as well as in planning strategies to increase
the uptake of PITC services among patients visited outpatient department.
42. LITERATURE REVIEW
HIV testing in Ethiopia
The availability of HCT services in Ethiopia has been uneven, and even when available,
uptake has been relatively low. Comprehensive knowledge about HIV prevention and
transmission is still shallow. Many people are reluctant to learn their HIV status when
medical care for HIV-related illnesses and psychosocial support does not exist, and in the
absence of community support and legal protection when they face discrimination and social
marginalization(8).
The HCT program has shown considerable improvement both in terms of service expansion
as well as utilization. A total of 5.8 million people (53% male) received HIV counseling and
testing in 2008/09. Ethiopia responded to the HIV/AIDS epidemic as early as 1985. The
Federal MOH and HAPCO developed an HIV/AIDS policy, different guidelines (PMTCT,
ART, IP, VCT etc) and strategic documents for the implementation of HIV prevention, care,
treatment and support programs. The first counseling and testing guidelines were published
by FMOH in 1996 and the second edition, currently in use, in 2002(8).
The guideline encourages HCT to patients who do not exhibit obvious HIV symptoms and
signs as part of a package of services provided to all patients during all clinical interactions in
the facility. Persons 15 years and above are considered mature enough to give informed
consent for themselves. However, children aged 13-15, who are married, pregnant,
commercial sex workers, street children, heads of families are regarded as "mature minors"
who can consent to HIV testing(8).
The significance of PITC services
1. Increased uptake of HIV testing
A comparison of three models of provider-initiated HIV testing and counseling in
tuberculosis clinic in Congo found that more than two-thirds of clients preferred “opt-out”
testing where the test would be performed unless they declined(24).Evidence from both
5resource-rich and resource-poor settings indicated that the uptake of testing increases when
testing is routinely offered, and well-integrated into prenatal care and in settings other than
pre-natal care. Comparisons of data collected before and after the introduction of PITC
consistently showed significantly higher uptake, as documented; hospitalized patients in
Zambia(25); Ugandan maternity ward(26);and south African pediatric wards(27).
A controlled trial in South Africa on the impact of opt-out HIV testing and counseling among
STI patients revealed that a higher proportion of new STI patients tested for HIV in the
intervention group than control group with (56.4% versus 42.6%)and HIV testing were more
offered in intervention 76.8% than in the control group 50.9% (28). A comparative study in
Botswana on attendance and acceptance of HIV tests in antenatal clinics showed the
proportion tested increased from 75% to 91%and the attendance rates and the return rate for
their test result were also increased(29).
2. Facilitate patient’s access to HIV prevention, treatment, care and support services.
PITC presents an opportunity to diagnose HIV systematically in health care facilities in
order to facilitate patient’s access to needed HIV prevention, treatment, care and support
services (6) .A study in Kenya on (TB)/HIV) pilot program targeting patients with TB and
suspected TB for PITC showed that the overall HIV prevalence among TB patients was
53%. 81% of co-infected patients were referred for HIV care, 69% starting CTX prophylaxis
and 41% starting ART. The overall HIV prevalence among suspected TB patients was 62%.
The prevalence of HIV among patients diagnosed with TB disease in this period was 61%,
which was not statistically different from the 62% among patients without confirmed TB
disease(30).
A study in Uganda hospitals on offering routine testing to inpatients and their family
members in medical and surgical units had revealed a test acceptance rate of 98%, and 81%
of those had not been tested previously. HIV prevalence was 25%.,which represents a
6significant opportunity for prevention and offer treatment to the HIV-infected member of the
couple(20). Another study in India on feasibility of PITC in detecting HIV-infection in TB
patients and the efficiency of linkage to HIV care and treatment for HIV infected TB patients,
showed that HIV status was ascertained for 70% of TB patients. Previously undiagnosed
HIV-infection was detected in 6.4% of those TB patients newly tested, enabling referral for
anti-retroviral treatment (31).
. Factors affecting Utilization of PITC services
The Uptake of provider initiated HIV testing and counseling  has been also hampered by
many of the same factors that limit uptake of client-initiated HIV testing and counseling
including stigma and discrimination,  limited access to treatment, care and health services in
general, as well as gender issues(6, 8). A survey in four-Asian countries showed that women
were more likely to seek HIV testing and  counseling  because their partner was ill,
representing failures of diagnosis, prevention, treatment  and care(32). Underestimation of
personal risk for HIV is also a frequent obstacle to uptake of client - initiated HIV testing and
counseling, especially on the part of men (33-35).
A research in USA on Review of the Social and Behavioral Evidence for the Utilization of
HCT revealed that constraints of training, time, and resources limit providers’ ability to offer
quality services. clients’ attitudes and perceptions, the emotional connotations of HIV tests,
gender differences in motivations for and consequences of testing, and stigma and negative
reactions to disclosure; and practices related to confidentiality and consent have an effect on
the utilization of testing(35). Another study in Ethiopia on Predictors of HIV testing among
TB patients showed that the uptake of HIV testing was 70.6%. TB patients with formal
education, high awareness about the benefits of HIV counseling and testing, and a low
stigmatized attitude were more likely to accept HIV testing. The qualitative study also
revealed low awareness, stigma, Knowledge and attitude” factors were the major reasons for
7non-acceptance of HIV testing (36). A research in Addis Ababa to assess uptake of PITC
among OPD clients with clinical signs of HIV infection showed that the overall acceptability
rate was 67% and the age group 15-24, and 25-34 years old have higher rate of willingness
and acceptability. But those who had "less" support for PITC were less likely to be willing
and to accept the test than who supported it extremely (37). Another study in Adama on
acceptability of PITC among TB patients showed that 81% had accepted PITC, and
providers, the younger and the middle age group and education were factors positively
associated with PITC acceptability. But a merchant by occupation and Individual risk
perception was a major barrier for PITC acceptability(38).
A cross-sectional survey on postnatal women in rural Zimbabwe in 2004 showed 89.0%
accept opt-out testing. The previous HIV test acceptance(97% v 76%),Younger age, living
with a partner, secondary level or higher education, and knowledge about availability of
PMTCT services were associated with increased acceptance of PITC(39). Another study in
South Africa on the yield of a routine VCT compared with PITC in OPD showed that 48.6%
acceptance rate. Lack of confidentiality, fear of stigmatization, inability to enter treatment if
infected, and inconvenience of testing sites, and patients low self risk perception for HIV
citing reasons: not at risk, tested before, and I am too old were the reasons for poor VCT
participation(40).
A study in Zambia to examine factors affecting readiness for and acceptability of VCT
showed that the acceptability was 11.8% among the group at clinic setting compared with
55.8% for the group at an optional location. Perceived risk of HIV infection among young
people20–24 years and declining general health status and ever HIV tested among older
age40–49 years had a major influence on VCT readiness (41). A retrospective study in
Cameroon to Assess the accessibility of HIV care packages among TB patients showed that
the rate of acceptance was significantly higher among patients in the public hospital
8compared to those in the faith-based hospitals (42). Another study in Addis Ababa on factors
determining acceptance of VCT among pregnant women attending antenatal clinic showed
that Women with better education, married, with higher income, whose husbands live at
home and better knowledge of VCT had significantly higher VCT acceptance than their
counterparts(43).
A study in North and South Gondar on factors affecting acceptance of VCT among different
professional and community groups demonstrated that 82% respondents were willing to
accept VCT services. The age group in 15-19 years, the availability of ART and social factors
(friends, families, religious leaders, and couples) were found to have statistically significant
towards VCT acceptance. The absence of community support was found to be negatively
associated with VCT acceptance (44). Another Study in Dire Dawa on determinants of VCT
acceptance among antenatal clinic attendees showed that 30.3% of the respondents had Low
risk perception of acquiring HIV and high perceived risk did not associate with PITC
acceptance. Partners support for HIV test, employed women and Women with higher income
were more likely to accept the test than their counter parts(45).
A research done in rural Thailand on Community-based VCT revealed that the main reasons
to seek HIV testing were a desire to know their HIV result (53.3%) and recently engaging in
risk behaviors (24.2%). Risk perception for HIV was a major motivator for seeking HIV
testing. Perceived non-risk for HIV infection was cited by 34.9% of non-testers for not
seeking VCT (46). A study in Nigeria on the Acceptability of VCT for HIV among Women
Attending ANC showed 18.4% low risk perception and Increasing educational level were
negatively associated with PITC acceptance(47). A study from Kenya on determinants of
VCT identified that the rich and more educated were more likely to use VCT services but
Women from male headed households were less likely to use VCT services(48).
93. OBJECTIVES
3.1 General objectives:
To assess provision and utilization of provider initiated HIV testing and counseling (PITC)
and factors affecting its acceptance among patients visiting outpatient department in five
hospitals in Addis Ababa.
3.2 Specific objective:
1. To assess provision of provider initiated HIV testing and counseling services by health
care providers.
2. To measure the magnitude of utilization of provider initiated HIV testing and counseling.
3. To identify factors influencing utilization of provider initiated HIV testing and counseling.
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4. METHODS AND MATERIALS
4.1 Study setting-
The study was conducted in Addis Ababa private and government hospitals from February to
March, 2011. Addis Ababa is capital city of Ethiopia with the total population of 3 millions
according to 2008 census. In Addis Ababa there are 10 governments and 15 private, a total of
25 hospitals rendering PITC services. St Peter and Gandhi hospitals working as TB and
Obstetric centers respectively were not included in this study. There is a well established HIV
testing practice in these specific centers because TB and obstetrics are considered as high risk
area.
4.2 Study design:
Facility based cross sectional study design with internal comparison was used.
4.3 Source –population:
The source population was all adult patients who were visiting medical outpatient department
in government and private hospitals in Addis Ababa during the study period.
4.4 Study population:
All patients above 15 years coming to the selected five hospitals during the study period were
the study population.
4.4 Sample size and Sampling procedure:
4.4.1 Sample size determination
There was no study done on provision of provider initiated HIV testing and counseling in
the general outpatient department in our health facilities, therefore, in order to get a
maximum sample size, We assumed that 50% of patients visiting health facilities offered
11
routine HIV testing and I also took 67% utilization rate (uptake) from a research done in
Addis Ababa with p-value0.05 and margin of error 5%. And non response rate of 10% was
included in the study.
n= Z α/22 p (1-p) Where,
d2
n= the desired sample size
z = the desired level of confidence interval 95% (1.96)
P1=the proportion of patients offered the PITC services by the health care providers.
P2= proportion of patients utilized the PITC services
d= margin of error 5% (0.05)
The sample size for the provision of PITC Using single population proportion formula was
384. And the sample size for the utilization of PITC was 340 and the maximum sample size
384 was taken to get representative sample size with design effect of the study =2. Hence a
total of 844 patients were included in the study. Proportional averages of patients were
allocated for each health facility.
Inclusion criteria:
Any patient above 15 years old coming to the health facilities for medical care was included
in the study.
Exclusion criteria:
HIV positive patients who have follow up at ART clinic for treatment and care, patients at
TB clinics, patients with diminished capacity, and those who cannot stay interview time for
different reasons was not included in the study.
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4.4.2 Sampling procedure:
A multistage sampling was employed by assuming that all government and private hospitals
share common characteristics. And considering the time constraints and cost burden,
proportional number of hospitals two from government and three from private were selected
using simple random sampling technique (lottery methods). The total sample sizes were
allocated to each health facilities based on previous census. I reviewed the number of average
daily patient census served in each hospital in the previous one month. Zewditu hospital has
served the highest number of patients on average 150 patients per day followed by Bethezata
hospital 120 patients per day, Korean hospital 80 patients per day, Betel hospital 60 patients
per day and Minilik hospital 40 patients per day. A systematic sampling method was
employed to select representative sample of patients attending outpatient department and
every fourth Patient coming to the selected hospitals for services during data collection
period was interviewed until the allocated proportion reached.
Total days-7*(150+40+120+60+80)/844=4 was sampling interval using Systematic sampling.
Figure 1. Schematic presentation for sampling procedure of the utilization and
provision of PITC in Addis Ababa, April, 2011.
Private
Korea
Average patient
flow/day=80
Allocation=18%
Betel
Average patient
flow/day=60
Allocation=13%
Hosptals in Addis
Ababa
Betezata
Average patient
flow/day=120
Allocation=26.6%
Government
Zewditu
Average patient
flow/day=150
Allocation=33%
Minilik
Average patient
flow/day=40
Allocation=9%
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4.5 Data collection tools and procedure
The data was collected using a structured questionnaire which was adopted based on similar
studies (33, 49-51) and Patient exit interview was conducted after finishing their medical
examination. The questionnaire addressed socio-demographic data, medical and other related
factors, behavioral factors and previous sexual practice and perceived susceptibility of the
participants. Ten professional nurse data collectors and five supervisors working at head
nurse in each hospital were selected. Both the data collectors and supervisors were given one
day training by principal investigator on the data collection instruments, method of data
collection and ethical issues. The responsibility of data collectors were to fill questionnaires
after obtaining verbal consent of the study subjects when patients coming out after finishing
medical examination. Whereas supervisors were supplied all necessary items for data
collection on each data collection day, collect filled questionnaires and solve problems raised
during data collection.
4.6. Study variables
Dependent variables
The dependent variables of the study were utilization and provision of provider initiated HIV
testing and counseling by patients visiting health facilities.
Independent variables
The explanatory variables that influence utilization of provider initiated HIV testing and
counseling were selected on the basis of the literature review. These factors can be
categorized into socio-demographic, knowledge of methods of HIV prevention, attitude and
practice, medical and psychosocial related factors and behavioral factors.
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1. Socio-demographic variables:
 Age
 Sex
 Level of education
 Ethnicity
 Marital status
 Occupation
 Income level
 Religion
2. Comprehensive knowledge of HIV
 Knowledge of methods of HIV prevention and means of HIV
transmission
 -knowledge of people living with HIV and died of HIV.
3. Attitude and testing practice towards HIV
 previous history of HIV testing
 Willingness to test for HIV because of availability of ART
 willingness for PITC
 Disclosure positive results to partners/family members
 willingness to let partners/family members to use PITC
4. Risk perception and risk behaviors
5. Stigma and discrimination
6. Type of health facilities and reasons for attending the health facilities.
15
Conceptual frame work of factors affecting utilization of PITC
4.7. Data Quality
The data quality was secured by giving one day training to data collectors and supervisors.
Pre-test on the Amharic version of the questionnaire was also done on 20 patients at the
Zewditu hospital to ensure whether the questionnaires were well understood by both the
patient and data collectors and to make necessary correction ahead of data collection started.
Based on that, modifications were made and data was collected using the modified Amharic
version. The interview was conducted at private room to create conducive environment to get
reliable information and health care providers were also blinded for data collection
procedure. Close supervision by supervisors and principal investigator were made. The
questionnaire was checked for completeness, clarity and consistency by the principal
investigator before data entry.
Gevernment
policy
Guidelines,
policy, rules &
regulations,
decentralization,
Individual factors
Socio-demographics
cxtcs
Knowledge& Attitude
on HIV&PITC
 Perception of HIV
 Previous sexual
behavior
previous HCT
practices
utilization
of PITC
Institutional
factors-
Availability of HCT
privacy&confidenti
ality
provider -client
relation Religion &cultural
factors-
Role of traditional
healers, Religious
leaders, values &
norms ,Family&peer
influence& decision
making pattern
social factors
Stigma&
Discrimination
Gender
differences&
inequalities
partner reaction
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4.8 Data analysis
The data was checked for completeness before data entry and Epi-enfo 3.5.1 was used for
data entry. And the data was cleaned and transferred to SPSS using stat transfer and
transformed to meaningful data after recoding and finally analyzed by SPSS version 15.0. A
step wise logistic regression was used. Multivariate analysis for p-value<0.1 on bivariate
analysis was used for comparison of association of results and controlling of confounding
factors among the variables. The study findings was compiled and presented using tables,
figures and statements.
4.9 Operational definitions
Missed opportunity for HIV test- opportunities missed to HCT patients visiting health
facilities due to lack of initiation by health care providers.
Willingness to accept PITC - Patients will/support for HIV testing initiated by providers.
Utilization/ Acceptances of PITC- Patients accepted and tested for HIV among those
offered PITC services.
Provision of PITC- Any patients visiting health facilities offered PITC services by health
care providers.
Compulsory HIV testing- can only be performed for specific reasons with individuals or
groups when requested by the court.
Mandatory HIV testing -screening of donated blood/organ/tissue prior to all procedures
involving transfer of body fluids or body parts, such as artificial insemination, corneal grafts,
organ transplant and blood transfusion.
Initial acceptance- patients who accepted HIV test to be done divided by total patients counseled
by providers.
Overall acceptance- total patients tested for HIV divided by total patients counseled.
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4.10. Dissemination of results
Primarily the thesis will be presented to Gondar University and Addis continental institute of
public health for partial fulfillment of the degree of Master of public health. Then, the
findings of this study will be communicated with school of public health to Addis Ababa
Regional Health Bureau, and Federal Ministry of Health (FMOH). Additionally, the research
also will be presented to different governmental and non -governmental organization that
could potentially benefit from the study out come and will be submitted to local journals for
publication.
5. ETHICAL CONSIDERATIONS
The study was conducted after ethical clearance obtained from the Institutional review board
of Gondar University and Addis Ababa health bureau. Then a formal supporting letter that
explains the Objectives, Rationale and expected outcomes of the study was written to the
study area from Addis continental institute of Public Health and Gondar University and also
from Addis Ababa health bureau which requests cooperation. Accordingly, permission was
obtained from medical directors of each health facility. The informed consent was obtained
from each participant after discussing the purpose and the type of study to be done and the
expected risk and beneficiary of the study. In addition, participants were told about their
rights not to participate in the study, to escape questions or to stop the study without any
harm. During the interview participant's privacy were maintained and confidentiality was
secured by avoiding personal identifiers and storing the data in safe and protected places
which is out of reach for other persons.
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6. RESULTS
From the total of 844 study subjects 772 were interviewed and the response rate was 91.5%.
About 36.9% (285) of respondents were from Zewditu hospital, 21.2 %( 164) were from
Bethezata hospital, 17.8 %( 137) from Korean hospital and the remaining14.5 %( 112) from
Betel hospital and 9.6 %( 74) were from Minilik hospital.
The majorities 87.1%of respondents were from Addis Ababa and 66.6 % were females. The
mean age of respondents was 33.5±12.6 years (SD) and 38.4% were b/n 25 -34 years and
52.6% were married. About 44.6% of respondents were in tertiary level of education. The
majority 68.5% (529) of the study subjects were orthodox Christian and 47.2 %( 364) of were
Amhara by ethnicity. About 66% of respondents were employed and 32.5% (250) were
getting the monthly income above1500 birr. The female gender, patient residence, age,
education, occupation, marital status and monthly income of the family were not revealed any
statistically significant association to the acceptability of provider initiated HIV testing and
counseling when adjusted for socio-demographic variables (table1).
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Table 1: Distribution of Socio-demographic characteristics VS PITC acceptance among OPD patients
in Addis Ababa April, 2011(n=772).
Variables
PITC
acceptance Total Crude
OR(95%CI)
Adjusted
OR(95%CI)Yes No No %
Address
urban 94 577 671 87.1 0.95(0.51,1.77) 1.3(0.62,2.74)
rural 13 84 99 12.9 1
Sex
male 46 249 296 38.4 1
female 62 412 475 61.6 0.82(0.539,1.23) 0.60(0.36,1.01)
Age
15-24 16 157 173 22.5 0.65(0.237,1.76) 0.97(0.286,3.34)
25-34 49 247 296 38.4 1.3(0.504,3.134) 1.92(0.70,5.32)
35-44 24 143 169 21.9 1.06(0.406,2.79) 1.36(0.47,3.94)
45-54 11 73 84 10.9 0.95(0.328,2.78) 1.04(0.33,3.28)
>55 6 38 44 6.2 1
Marital status
single 35 264 300 39 1
married 67 337 405 52.6 1.50(0.97,2.33) 1.4(0.82,2.34)
Divorced/widowed/sep
arated
6 59 65 8.4 0.77(0.31,1.907) 0.84(0.30,2.35)
Education
Illiterate 8 40 48 6.2 1
Read-write 6 25 31 4.0 1.2(0.37,3.868) 0.99(0.28,3.59)
primary 23 110 134 17.4 1.05(0.433,2.53) 0.54(0.19,1.57)
secondary 33 180 213 27.6 0.92(0.394,2.13) 0.65(0.23,1.8)
tertiary 38 305 344 44.6 0.623(0.27,1.43) 0.38(0.12,1.22)
Occupation
employed 55 355 410 53.1 0.67(0.28,1.63) 0.78(0.38,1.59)
housewife 16 89 105 13.6 0.80(0.30,2.1) 1.5(0.61,3.66)
student 9 76 85 11 0.52(0.18,1.5) 0.71(0.07,6.98)
merchant 12 62 74 9.6 0.86(0.31,2.4) 0.78(0.306,2.0)
unemployed 9 49 59 7.6 0.81(0.28,2.4) 0.89(0.24,3.28)
Daily
laborer/farmer/maid
servant
7 31 39 5.1 1 1
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Monthly income(in
birr)
<300 10 60 70 11.1 1
300-500 23 85 108 17.1 1.6(0.7,3.66) 1.89(0.77,4.66)
501-1000 16 74 90 14.3 1.3(0.55,3.07) 1.0(0.34,2.91)
1001-1500 11 102 113 17.9 0.65(0.26,1.6) 0.99(0.34,2.86)
>1501 38 211 249 39.6 1.08(0.51,2.3) 1.59(0.63,4.04)
*=Statistically significant when p<o.o5
*=1.0 indicates that referent group
* =All   variables were adjusted for socio-demographic, knowledge, attitude, practice and
perception variables
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Reasons for attending the health facilities among OPD patients
The majority of patients visiting the health facilities were for general check up 41.3%, follow
up to chronic illness clinic 17.12% and psychosomatic and gastrointestinal problems 23.14%.
Figure 2: Reasons for attending the health facilities among OPD patients in Addis
Ababa, April, 2011.
Percent
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Knowledge and attitude towards HIV/AIDS on PITC acceptance among OPD patients
In assessing the Knowledge of the study subjects 99.4% (766) had heard information about
HIV/AIDS, knew people living with HIV and died of HIV. About 93.9 %( 725) respondents
knew three means of HIV transmission and 91.9% (524) mentioned three methods of HIV
prevention. Among the respondents 65.9% (506) were willing to maintain the relationship if
their partners become HIV positive. The majority 77.3% (596) of the study subjects were
willing to get tested for HIV because of the availability of free ART services while 83.5%(
644) of the respondents were willing to tell to their close friends or partners if they become
HIV positive. About 83.5 %( 643) were willing to let partners or family members to use PITC
services. Only 59.6% (460) of respondents had knowledge of a healthy looking persons can
have HIV infection (table 2).
The study subjects who were willing to maintain the relationship if their partners become
HIV positive were found to have negative association to the acceptance of PITC with {OR
95%CI= 0.47(0.27, 0.81)}. Patients who did not know whether healthy looking persons can
have HIV infection showed a negative association with PITC acceptance and the relation was
statistically significant with {AOR 95%= 0.311(0.12, 0.80)}. Knowledge of HIV
transmission and prevention, Knowledge about HIV, willing to let partners or family
members to use PITC, willing to tell HIV positive results to partners did not show statistically
significant association to PITC acceptance (table 2).
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Table 2: patient’s knowledge and attitude towards HIV /AIDS on PITC acceptance among OPD
patients in Addis Ababa, April, 2011.
Variables
PITC
acceptance Total Crude
OR(95%CI)
Adjusted
OR(95%CI)Yes No No %
Knowledge of HIV
transmission
yes 103 620 725 93.9 1.40(0.54,3.6) 1.7(0.41,6.93)
no 5 42 47 6.1 1
knowledge for  HIV
yes 107 1 766 99.4 0.65(0.07,5.9) 0.21(0.01,3.5)
no 657 4 5 0.6 1
Knowledge of HIV
prevention
yes 56 466 524 91.9 0.80(0.33,2.0) 0.78(0.31,2.0)
no 6 40 46 8.1 1
Will you maintain your
relationship If partner
become HIV positive?
yes 61 443 506 65.5 0.64(0.42,0.97) 0.47(0.3,0.81)
no 47 219 266 34.5 1
If free ART is available,
will you test for HIV?
yes 93 501 596 77.3 0.26(0.07,1.05) 0.73(0.32,1.6)
no 10 81 91 11.8 1
Do not know 4 80 84 10.9 0.41(0.12,1.35) 0.3(0.07,1.05)
If you are HIV positive,
will you disclose?
yes 96 561 659 85.7 1.4(0.74,2.64) 1.0(0.43,2.29)
no 12 98 110 14.3 1
Are you willing to let
partners to use PITC?
725 93.9
yes 97 544 643 83.7 1.85(0.96,3.56) 1.4(0.62,3.26)
no 11 114 125 16.3 1
Healthy looking person
can have HIV
yes 82 376 460 59.7 1.58(0.94,2.67) 1.4(0.73,2.72)
no 20 145 165 21.4 1
Do not know 6 140 146 18.9 0.31(0.12,0.80) 0.49(0.16,1.4)
*=1. Indicates that referent group
*=Statistically significant when p<o.o5
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HIV testing and counseling practices on PITC acceptance among OPD patients
The majority 93.8%) (724) of respondents were supported provider initiated HIV testing and
counseling. But the initial acceptance rate was 38.2% (108/283) and the overall acceptance
rate was 27.2%. Among the study participants76.3 %( 589) were tested for HIV previously
and 46.8 %( 272) were tested in the last 6 months. About 53.5% (413) of patients were seen
in private hospitals and 46.5 %( 359) were from public facilities. Only 36.7% (283) of
patients were asked by the health care providers for HIV testing. About 85.4 %( 659) of
respondents were willing to start ART based on their CD4 count if they were found to be
HIV positive (table3).
Patients who were offered HIV testing and counseling by care providers showed statistically
significant positive association to the acceptance of PITC with {OR95%CI=3.67(2.37, 5.67)
and AOR95%CI= 4.2(2.38,7.43)}. Respondents who were tested previously for HIV had
positive association to the acceptance of PITC on bivariate analysis with
{OR95%CI=1.77(1.02, 3.05)} but the positive association did not persist when adjusted to
other variables with {AOR95%CI=1.06(0.49, 2.3)}. Respondents from private health
facilities were less likely to accept HIV testing than public facilities with
{OR95%CI=0.36(0.23, 0.56) and AOR95%CI= 0.33(0.19, 0.58)}. Willingness to start ART,
Willingness to accept PITC and Last HIV testing time were not found to reveal statistically
significant association to the acceptance of PITC on both bivariate and multivariate analysis
(table3).
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Table: 3 Distribution of HIV testing and counseling practices on PITC acceptance among OPD
patients in Addis Ababa, April, 2011(n=772).
Variables
PITC acceptance Total Crude OR(
95%CI)
Adjusted  OR(
95%CI)Yes No No %
Willingness to PITC
yes 106 616 724 93.8 3.96(0.95,16.6) 1.48(0.69,3.18)
no 2 46 48 6.2 1
Ever tested for HIV
yes 91 497 589 76.4 1.77(1.02,3.05) 1.06(0.49,2.3)
no 17 164 182 23.6 1
Last HIV testing
<6 30 242 272 46.8 0.58(0.33,1.02) 1.4(0.73,2.5)
6 -12 27 126 154 26.5 0.78(0.42,1.44) 1.6(0.87,2.8)
>12 155 26.7 1 1
Providers offered
HCT
Asked and tested 61 191 232 30.1 3.67(2.37,5.67) 4.2(2.38,7.43)
Asked but not tested 39 448 51 6.6 3.5(1.4,8.66) 5.4(2.02,14.68)
Not asked 7 23 488 63.3 1 1
Are you willing to
start ART?
yes 95 562 659 86.1 2.5(0.60,10.79) 1.95(0.44,8.6)
no 2 30 32 4.2 1
Not sure 8 66 74 9.7 1.82(0.36,9.08) 1.44(0.27,7.6)
Type of h/facility
government 73 284 359 46.5 1 1
private 35 378 413 53.5 0.36(0.23,0.56) 0.33(0.19,0.58)
*=Statistically significant when p<o.05
*=1. Indicates that referent group
*= All   variables were adjusted for socio-demographic, knowledge, attitude, practice
and   perception variables
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Reasons for taking provider initiated HIV testing and counseling
Among the reasons for accepting PITC services , 53.3% (216) respondents were believing
the health workers initiated it because of some  good reasons, 32.8%( 132) were because of
the availability of free ART and the remaining 6%(24) for having sign and symptoms of
HIV.
Figure3: Reasons for accepting PITC among OPD patients in Addis Ababa, April, 2011.
Availability of
Free ART.
More than one
Sexual partners.
Previous STI
History
i doubt my
spouse e
Sexual
BehaviorBelieve the
Health workers
Initiated it
Because
ofGood reason
Symptoms of
HIV.
Percent
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0% 1.5%1.2%
5.0%6.0%
53.6%
32.8%
27
The reasons for refusing PITC services among OPD patients.
Some of the reasons mentioned by the study participants for not accepting PITC were fear of
positive test results 38.6% (120), followed by fear of social stigma27.3% ( 69) and feeling
of being safe and no reasons for HIV testing22.2% ( 67) .
Figure 4: Reasons for refusing PITC services among OPD patients in Addis Ababa, April, 2011.
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Risk perception and behaviors towards HIV Infection among OPD Patients.
Among the study subjects 17.7% (136) were found to have High self risk perception for HIV
infection. The most suggested factors for high self risk perception were due to different
means of HIV transmission 51%, having multiple sexual partners21%(29), inconsistent
condom use12.3% (17) and had experience of condom breakage8.7 %( 12). The  most
important factors mentioned among respondents with low risk perception for HIV infection
were being faithful with one sexual partners 66%(376), no sexual contact 17.7% (101)and
consistent condom use 8.2%(47). Regarding the ever used condom, 37.6% (288) of
respondents used condom and among them, 37.6% (105) were used condom for contraceptive
purpose. About 66.1% (510) respondents had one sexual partner in the last one year. Among
the risk behaviors reported for HIV infection occasion of unsafe sex were 6.4 %( 49), blood
contamination with blade or needle sharing were 15.2% (117) and 12.3% (95) of respondents
claimed that they might exposed to HIV by helping HIV positive persons (Table 4).
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Table 4: Distribution of patient’s perception and risk behaviors of getting HIV infection in Addis
Ababa, April, 2011(n=772).
Variables Frequency Percent (%)
Risk perception
yes 136 17.7
no 575 74.8
Do not know 58 7.5
Why do you think high risk?
Df/t means of HIV transmission 70 51.1
Multiple sexual partners 29 21.2
Not used condom regularly 17 12.4
Condom breakage 12 8.8
History of STDS 9 6.6
Why do you think no risk?
One to one contact only 376 66.0
No sexual contact 101 17.7
Use condom regularly and properly 47 8.2
others 46 8.1
Ever used condom
yes 288 37.6
no 475 62.0
How do you use condom?
Contraceptive purpose 105 38.0
New  sexual partner
Regularly and properly
78
64
28.3
23.2
Asked by partners 29 10.5
Occasion of unsafe sex
yes 49 6.6
no 699 93.4
blade or syringe sharing
yes 117 15.3
no 648 84.7
Exposed to HIV by caring HIV positive person
yes 95 12.4
no 673 87.6
Were you tested today?
yes 77 10.0
no 694 90.0
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HIV risk perception and behaviors on PITC acceptance among OPD patients.
OPD patients who have high self risk perception and those who did not know their risk of
HIV infection were found to have positive association to PITC acceptance and statistically
significant with {OR95%CI= 2.3(1.4, 3.7) and 2.58(1.34, 4.96)} respectively. This significant
positive relation continued even on multivariate analysis after controlling the effect of
confounding for those with unknown risk perception with {AOR95%CI= 2.62(1.35,
5.09)}.The study subjects who have occasion of unsafe sex, claiming exposed to HIV by
caring HIV positive persons and blood contamination with blade or needle sharing were
found to be important predictors for the acceptability of PITC with
{OR95%CI=2.7(1.4,5.2), 1.73(1.04,2.86) and1.93(1.13,3.3)} respectively. But the positive
association was not maintained on multivariate analysis for controlling confounding. The
number of sexual partners and condom uses were not statistically significant for acceptance
of PITC services (table 5).
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Table 5: Distribution of perceived risk and risk behaviors towards PITC acceptance among
OPD patients in Addis Ababa, April, 2011(n=728).
Variables
PITC acceptance
Crude
OR(95%CI)
Adjusted
OR(95%CI)Yes No
Risk Perception
yes 30 106 2.3(1.4,3.7) 1.73(1.03,3.09)
no 63 510 1 1
Do not know 14 44 2.58(1.34,4.96) 2.62(1.35,5.09)
Ever used condom
yes 48 240 1.38(0.91,2.08) 1.17(0.73,1.9)
no 60 413 1
Occasion of unsafe sex
yes 14 35 2.7(1.4,5.2) 2.1(0.99,4.44)
no 90 607 1 1
Blood contact with blade or
needle sharing
yes 24 93 1.73(1.04,2.86) 1.2(0.67,2.18)
no 84 562 1 1
Exposed to HIV by caring HIV
positive person
yes 21 74 1.93(1.13,3.3) 1.46(0.79,2.71)
no 86 585 1
Number of sexual partners
0 23 155 1 1
1 73 436 1.13(0.68,1.87) 1.34(0.77,2.36)
>1 12 70 1.16(0.54,2.45) 0.844(0.35,2.02)
*=Statistically significant when p<o.o5
*=1.00 indicates that referent group
* =All   variables were adjusted for socio-demographic, knowledge, attitude, practice and
perception variables
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Factors associated with the acceptance of provider initiated HIV testing and counseling (PITC)
among OPD patients.
Patients came to the health facilities with symptoms of TB/STDS and those to chronic illness
clinic were found to have positive association for utilization of PITC with
{AOR95%CI=3.05(1.13, 8.23) and 2.94 (1.17, 7.33) respectively. Patients attending the
private health facilities had lower PITC acceptance rate than those in the public facilities with
{AOR95%CI= 0.38(0.21, 0.67). The availability of free ART showed a statistically
significant positive association for acceptance of PITC with {AOR 95%= 2.2(1.02, 4.63)}.
Patients offered HIV testing and counseling by the providers were found to accept PITC five
times more  than others and it was statistically significant with {AOR95%CI= 4.8(2.7,8.5)}
(Table6).
Patients who had knowledge of a healthy looking persons can have HIV infection had
positive association with the acceptance of PITC and statistically significant with
{AOR955CI=2.01(1.01, 4.01)} but respondents who did not know whether a healthy looking
persons can have HIV infection had a negative association for PITC acceptance with
{AOR95%CI= 0.15(0.04, 0.52)}. Respondents who have monthly income of 500-1000 birr
were found to have higher PITC acceptance rate with {AOR95%CI= 4.32(1.31, 14.2)} where
as patients with primary and tertiary education level were less likely to accept PITC with
{AOR95%CI=0.25(0.07, 0.93) and 0.17(0.04, 0.71)}. Patients who were willing to maintain
the relationship if their partners become HIV positive were less likely to accept PITC with
{AOR95%CI= 0.53(0.30, 0.94). Being a house wife by occupation had positive association
for PITC acceptance with {AOR95%CI=3.95(1.02, 15.3)} (table 6).
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Table 6: Distribution of independently predictor Factors associated with the acceptance of
PITC among OPD patients in Addis Ababa, April, 2011(n=620).
Variables
PITC acceptance Crude OR
(95%CI)
Adjusted
OR(95%CI)Yes No
Healthy looking person can have
HIV
yes 82 376 1.58(0.94,2.67) 2.01(1.01,4.01)
no 20 145 1 1
Do not know 6 140 0.31(0.12,0.80) 0.15(0.04,0.52)
Sex
male 46 249 1
female 62 412 0.82(0.539,1.23) 0.72(0.40,1.3)
Educational status
illiterate 8 40 1 1
Read-write 6 25 1.2(0.37,3.87) 0.28(0.06,1.29)
primary 23 110 1.045(0.43,2.53) 0.25(0.07,0.93)
secondary 33 180 0.917(0.39,2.13) 0.40(0.12,1.35)
tertiary 38 305 0.62(0.27,1.43) 0.17(0.04,0.71)
Monthly Income
<300 10 60 1 1
300-500 23 85 1.3(0.55,3.07) 2.31(0.81,6.56)
501-1000 16 74 0.65(0.26,1.6) 4.32(1.31,14.2)
1001-1500 11 102 1.08(0.51,2.3) 1.53(0.45,5.21)
>1501 38 211 1.6(0.7,3.66) 2.17(0.73,6.47)
Marital status
single 35 264 1 1
married 67 337 1.50(0.966,2.33) 1.45(0.80,2.63)
Divorced/widowed/separated 6 59 0.767(0.31,1.91) 0.52(0.17,1.61)
If free ART is available , will you
test for HIV
yes 93 501 3.7(1.34,10.38) 2.2(1.02,4.63)
no 10 81 1 1
Occupation
employed 55 355 0.78(0.42,1.42) 0.86(0.40,1.87)
House wife 16 89 0.899(0.4,1.9) 3.95(1.02,15.3)
student 9 76 0.59(0.25,1.4) 1.1(0.98,12.48)
merchant 12 62 0.968(0.43,2.19) 0.75(0.26,2.13)
Unemployed 9 49 0.81(0.28,2.4) 2.37(0.54,10.4)
Farmer/servant/daily laborer 7 31 1 1
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Age
15-24 16 157 0.645(0.24,1.76) 0.66(0.17,2.64)
25-34 49 247 1.256(0.504,3.13
4)
1.67(0.55,5.05)
35-44 24 143 1.063(0.406,2.78
6)
1.78(0.55,5.82)
45-54 11 73 0.954(0.33,2.78) 1.31(0.37,4.64)
>55 6 38 1 1
Will you maintain your
relationship if partners become
HIV positive
yes 61 443 0.64(0.42,0.97) 0.53(0.30,0.94)
no 47 219 1 1
Offered HCT
asked &tested 56 175 3.669(2.37,5.67) 4.8(2.7,8.5)
Asked  but not tested 12 309 3.496(1.41,8.66) 1.70(0.54,5.30)
Not asked 39 448 1
Perceived risk
yes 30 106 2.29(1.4 ,3.71) 1.4(0.76,2.7)
no 63 510 1
Type of H /facilities
government 73 284 1 1
Private 35 378 0.36(0.234,0.56) 0.38(0.21,0.67)
Reasons for attending
Symptoms of TB/STDS 20 64 3.94(1.85,8.39) 3.05(1.13,8.23)
Chronic illness clinic 25 105 3.00(1.47,6.13) 2.94(1.17,7.33)
referrals 10 47 2.68(1.107,6.5) 1.38(0.43,4.46)
General check up 38 277 1.73(0.90,3.34) 1.68(0.75,3.80)
Psychosomatic/GIT 13 164 1
*=Statistically significant when p<o.o5
*=1. Indicates that referent group
*=All   variables were adjusted for socio-demographic, knowledge, attitude, practice and
perception variables
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7. DISCUSSION
The study showed that the overall provision of PITC in the outpatient department was 36.7%.
Similar results was found in Dessie town which showed 23.9%of patients visited the health
facilities were initiated for HIV testing and 76.1%were missed the opportunities of having
HIV testing and diagnosis(51).
The initial willingness to accept the test was 38.2 %. But the overall PITC utilization rate
among those who offered the PITC services was 27.2%. This result was higher in
comparison to Zambian study which showed 11.8%VCT acceptance among respondents in a
clinic setting (41) but this finding was low in contrast to other studies done in Arba Minch
Hospital(50) and Dessie town which showed 73% willingness to be tested and the overall
acceptability rate of 35%(51). And a study in Addis Ababa among clients with signs and
symptoms of HIV infection revealed the overall acceptability rate was 67% (37). The lower
test acceptance rate of our study in comparison with this study might be because all the
outpatient clients who didn't present with HIV sign and symptoms were included.
This study showed that those Patients who offered HIV testing and counseling by the health
care providers were found to accept HIV testing five times higher than those not offered.
Similar results were reported from a study in Adama town among TB patients (38).
This study also revealed that patients who had knowledge of healthy looking persons can
have HIV infection were more likely to accept HIV testing. This was concurrent with study in
north west Ethiopia(36).But those patients who did not know whether healthy looking
persons can have HIV infection were less likely to accept HIV testing than those who knew.
This was also similar with a study done in South Africa, North West Ethiopia and USA
identified that lack of awareness and knowledge towards HIV was major barriers for HIV
testing (35, 36, 40).
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This study demonstrated that patients who were willing to maintain the relationship if their
partners become HIV positive were found to have less likely to accept HIV testing and
counseling. This might be due to fear of positive results, stigma and discrimination as noted
by the other variable of this study (35, 36, 40).
This study identified that Patients who had high perceived risk for HIV infection were two
times more likely to accept HIV testing than those who perceived low risk on bivariate
analysis but had no association on multivariate analysis. Similar results were reported in Dire
Dawa (45), and Adama(38). In the contrary, a study from Arba Minch(50), Thailand (46)
and  Zambia (41) showed that  high risk perception for HIV acquisition was a major
motivators for seeking HIV testing.
This study showed that HIV testing and counseling was offered to 40.6% and 33.3% of
respondents in public and private health facilities respectively. The rate of acceptance was
significantly higher among respondents in the public hospitals than in private hospitals
which was similar with a study done in Cameroon (42). This may be due to cost issues that
patients were asked additional fee for HIV test in the private sectors.
This study identified that patients with primary and tertiary level of education had lower rate
of acceptance of PITC than those with lower education which was similar with a study in
Nigeria (47) and Ethiopia(44). This could be due to the fact that as people's knowledge
increases about the serious health consequences to the extent of death and the society's
reaction to the disease, which is stigma and discrimination, people could decline to accept
HCT despite good knowledge. Supporting this rational, it is also shown in a number of
studies that knowledge only does not necessarily bring about attitude and behavioral change.
On   the contrary, studies from Zimbabwe (39), Kenya(48) ,north west Ethiopia (36) and
Adama TB patients (38)and ANC clients (43) Showed that patients who had higher education
had higher acceptance rate for HIV testing.
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This particular study also revealed that monthly income of the family between 500-1000birr
was associated with high acceptance of HIV testing as compared to those who had lower
income. This was  in line with other studies in Dire Dawa, Addis Ababa ,Adama in TB and
ANC clinic (38, 43, 45, 49) and Kenya (48).The possible explanation for  the association
between income  with  acceptance of HCT could be that those patients who had better income
could have a better access to health facilities , which resulted them an  opportunities to access
health information which can ultimately influence their decision for HIV testing.
This study showed that being a house wife by occupation had positive association for high
PITC acceptance than others. Similar studies from Addis Ababa(43)and Dire dawa (45)
showed that women who were married and their partners live at home were more likely to
accept PITC. Also a study in Asia showed that women were tested for HIV because of their
partners’ ill health (32).
In this study the availability of free ART had positive association for the acceptance of HIV
testing among OPD patients. This was similar with studies in Gondar and Adama (44, 49).
This study identified that the acceptance of PITC among patients attending the health
facilities with problems of chronic illness and symptoms of TB and STDS had found to be
three times higher than other patients. In agreement with this finding, most studies done on
TB and STI clinics in Ethiopia, Africa and India demonstrated high PITC acceptance rate in
STI and TB patients (31, 33, 36, 38).
Fear of positive test results, fear of social stigma and discrimination, fear of confidentiality
issues and partner reaction and feeling of being safe were the most important reasons
mentioned among respondents who refused to accept HIV testing and counseling. Similar
findings were observed from other studies in Ethiopia, Africa, Thailand and USA (35, 36, 40,
46).
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Strength of the study
There were limited studies on this particular area in Addis Ababa .This study may be used as
base line data for future studies and also the study included both government and private
hospitals resulted in good representativeness.
.Limitations of the study
Although this study identified several predictors of HIV counseling and testing using
quantitative methods, it has some limitations. The limitation of this study includes difficulty
of ascertaining temporal relation from a cross sectional studies. Moreover, the study was
conducted in the health facilities which might lead to selection bias and study populations
were more of urban affiliated population hence, generalization to rural community may be
difficulty due to under representation of rural community.
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8. CONCLUSIONS
 This study demonstrated that the provision of PITC among patients visiting
outpatient department was low which indicated missed opportunities among OPD
patients were very high.
 The low utilization rate(27%) of HIV counseling and testing among OPD patients
poses a challenge to all effortful activities for the prevention of HIV transmission,
early linkage to HIV care, treatment and support services.
 This study identified that Patients offered HIV testing and counseling by the health
care providers, Being house wife by occupation, patients who had knowledge of
healthy looking persons can have HIV infection, the availability of free ART, high
monthly income and patients visiting health facilities with symptoms of TB/STI were
found to have positive predictors for high PITC acceptance rate.
 Higher education, patients who were willing to maintain their relationship if their
partners become HIV positive, patients in the private health facilities and patients who
did not know whether healthy looking persons can have HIV infection were major
predictor’s for low PITC acceptance rate.
 Fear of positive test results, fear of social stigma and discrimination, fear of
confidentiality issues and partner reaction and feeling of being safe were the most
important reasons mentioned among patients who refused to accept PITC.
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9. RECOMMENDATIONS
 The health care providers should follow the national guide lines and need to be
actively involved in the initiation of HIV testing and counseling to all patients
attending health facilities.
 The responsible health planners and programmers should launch monitoring system
for the implementation, strengthening, sustaining and scaling up of PITC in the
outpatient department.
 Knowledge and awareness creation about the benefit of PITC through continuous
health education should be strengthened by health professionals, health facilities and
health programmers.
 Health programmers and planners should give attention to the outpatient department
in the issue of routine opt out HIV testing and counseling so as to minimize the
missed opportunities and increase the utilization rate.
 Health programmers and planners should launch a monitoring system for  the
implementation of PITC in the private health facilities
 Further studies are highly recommended to determine factors hindering PITC
utilization and provision among service providers.
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11. ANNEXES
Consent form
Date;…………………………….
Introduction; Hello, madam/sir.
My name is ……………………and working as nurse by occupation and work at……………
We are conducting study to assess utilization of PITC services and factors affecting its
acceptance among patients visiting this institution and would be grateful if you would take
few minutes to answer some questions. The information collected will help health institution
to improve the quality of PITC services it provides at general outpatient department and as a
whole.
Confidentiality and informed consent statement; I am going to ask you questions about
the services you received today. I will not record your name and I would like to assure you
that confidentiality will be kept throughout. Your privacy will be protected and no one
identifies your answer. If you do not wish to participate, it will not affect the services you get
at the hospital. There are also other patients who are selected like you, so the information you
are requested to provide is very important for further study and to design appropriate
prevention strategy of HIV/AIDS.
Besides, you have full right to participate or to discontinue at any time or not to participate in
the study at all. Your  participation in this study does not involve any direct  risk or benefit
for you but is very useful since your answers will help to improve the services offered to you
in this health facility and elsewhere. Are you willing to participate in the study?
Interviewer: informed verbal consent obtained from participants and confidentiality must
secure at all level and sign below to certify that the research conducted as stated by consent
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form and ethical section of research protocol. Thank you! If you have any question related to
the questioning, you can contact us at any time through
Tele: +251-911-735-237
E-mail –getasewg@gmail.com
Data collector's signature-------------------
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Annex II: Questionnaire: English Version
Identification
Date
Region
Sub city
Keble
Name of the Hospital
Part I: Reasons for visiting health facilities
Part I1: Socio-demographic characteristic
Number Questions Response
100 What was the reason for
your visit today?
1. Symptoms of TB/ cough >2weeks,wt loss,
fever etc/
2. Symptoms of STI/ discharge, swelling ,
ulcer of genital organs etc/
3. Follow up to chronic illness/ hypertension,
diabetes mellitus, lung problem etc/
4. Referrals from other center
5. General medical check up
6. Other
101 Place of
residence /address/
1. Urban
2. rural
102 sex 1. Male
2. Female
103 Age in complete
years
I do not know……2
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104 Educational status 1. Unable to write and read
2. Write and read
3. Completed grade 1-4
4. Completed grade 5-8
5. completed grade 9-10
6. completed grade 11-12
7.tertiary>12
105 Religion 1. Orthodox
2. Muslim
3. Protestant
4. Catholic
5. Other________________
106 Ethnicity 1. Amhara
2. Oromo
3. Tigre
4. Gurage
5. Others
107 What is your
current occupation?
1. Government employee
2. Private employee
3. House wife
4. Daily laborer
5. Housemaid/servant
6. Merchant
7. student
8. Others(specify)_________________________
108 What is your
average monthly
income?
1. <300 Eth. Birr
2. 301-500
3. 501-1000
4. 1001-1500
5. >1501
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Part III:  knowledge about HIV
109 What is your
current Marital
status?
1. Single
2. Married
3. Divorced
4. Widowed
5. Separated
201 Have you ever heard about HIV? 1. yes
2. No
202 knowledge about means of HIV
transmissions(at least three- unprotected
sex, blood contact due to blade or syringe
sharing and mother to child transmission.)
1. yes
2. no
203 DO you know people with HIV? 1. yes
2. no
204 If you know your close friend or partner
turns out to be positive what would happen
to your friendship?
1. I will automatically stop my
friend ship relation ship
2. I will slowly withdraw my
friend ship
3. I will maintain my friendship
despite his/her HIV status
4. it  is very difficult to answer
205 Do you know people who died of HIV? 1. yes
2. no
206 What is the impact of availability of free
ART services to ward HIV counseling and
testing services?
1. it encourages people to be
tested for  HIV
2. it does not encourage people
for HIV testing
3. I do not know
207 If you turn to be HIV positive, would you
tell to your close friend or sexual partner?
1. yes
2. no
3. I do not have sexual partner
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Part IV. Attitude towards HCT
301 If your health care provider
initiates you for HIV counseling,
do you agree to accept it?
1. yes
2. no
302 Have you ever been tested for
HIV?
1. yes
2. no
303 Date or year of last  HIV testing
(in months)
304 Has OPD service providers ever
offered you HIV counseling and
testing?
1. Yes ,I was asked by service
provider and tested for HIV
2. I was asked by service provider
but I did not tested for HIV
3. No, I did not  asked by service
provider for HIV testing
4. I do not remember
5. Other
305 Were you asked by the service
provider today whether you are
willing to have HIV test?
1. yes
2. no
306 Were you tested today? 1. yes
2. no
307 If you are found to be HIV 1. yes
208 Are you willing to let partner or member of
your family to use PITC?
1. yes
2. no
209 knowledge about risk factors/behaviors/
predisposing to HIV infection (at least
three factors mentioned-other infection like
STDS,TB, lack of condom use and condom
breakage, multiple sexual partner,
substance abuse& Iv drug users)
1.yes
2.no
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positive, Are you willing to start
ART based on your CD4 status?
2. no
3. I am not sure
Part V: Reasons in order to undergo PITC
401 If you accepted PITC services today,
what were your reasons for having
PITC?
1. Having sign and symptoms of HIV
2. accept the PITC services because I
believe the health workers initiated it
because of good reasons
3. I doubt  my husband/wife sexual
behavior
4. because of my previous STIS history
5. because  I have more than one sexual
partners
6. because of the availability of free ART
7. other
402 If you refused having PITC service
today, What was your reason for
declining PITC services?
1. fear of positive test results
2. service providers did not explained
well about PITC
3. due to lack of privacy
4. due to lack of confidentiality issues
5. fear of social stigma
6. fear of partner reaction
7. feeling of being safe and no reasons for
HIV testing
8. other/specify
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Part VI: patient risk perception for HIV infection/perceived behavior/
501 Do you feel I am at high
risk for HIV?
1.yes
2. no
3 .I do not know
if yes go to 502
if no go to503
if I do not know go to 504
502 Why do you think you
have high risk?
1.I have multiple sexual partners
2. I do not use condom regularly
3. I had experienced condom
breakage
4.  I have history of STDS/STIS
5. others
503 Why do you think you
have no risk?
1. I have no sexual contact
2. I have one to one sexual
contact only
3. I have one to one only
relationship with tested
partner
4. I use condom regularly and
properly
5. others
504 Have you ever used
condom? Male or
female condom?
1. yes
2. no
If yes go to 505
If no go to 506
505 If you used condom for
protection of STD/HIV,
did you use condom
regularly and correctly?
1. whenever I have new sexual
partner
2. I used condom for
contraceptive purpose
3. whenever I have sexual
relationship other than my
husband or wife or regular
sexual partner
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506 How many sexual
partners do you have in
the last one year?
507 Did you have any
occasion of unsafe sex
with people whom do
you suspected as HIV
positive person?
1.yes
2. no
508 Do you have any
occasion of blood
contact, blade or needle
sharing with other
persons?
1. yes
2. no
509 Do you think you might
have been exposed to
HIV because you are
helping HIV positive
persons?
1.yes
2.no
Thank you for your participation‼
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አ ይደ ረ ግም፣ በ ዚ ህ ጥና ት ላ ይ ባ ይሳ ተ ፉ አ ሁን ምሆነ ወደ ፊ ት ከ ዚ ህ ጤና ተ ቋም
በ ሚያ ገ ኙት አ ገ ል ግ ሎት ላ ይ ምን ም አ ይነ ት ች ግ ር አ ያ ስ ከ ት ል ም። መመለ ስ የ ማይፈ ል ጉ ት ጥያ ቄ
ካ ለ የ መመለ ስ ግ ዴታ የ ለ ብዎትም፣ ከ ፈ ለ ጉ ቃለ መጠይቁ ን በ ማን ኛ ውም ሰ ኣ ት ማስ ቆም
ይች ላ ሉ ። በ ዚ ህ ጥና ት ላ ይ በ መሳ ተ ፍዎ የ ተ ለ የ ጥቅምምሆነ ጉ ዳ ት
አ ያ ስ ከ ት ል ብዎትም፣ ይሁን እ ን ጅ በ ዚ ህ ጥና ት በ መሳ ተ ፍዎ የ ኤች አ ይቪ ኤድስ ን የ ምር መራና
የ ምክ ር አ ገ ል ግ ሎት ን በ ማሻ ሻ ል ረ ገ ድ ፋ ይዳ ያ ለ ውመረ ጃ እ ና ገ ኝ በ ታለ ን ።
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ለ ቃለ መጠይቅ አ ድራጊ ው፣ በ ጥና ቱ ላ ይ ለ ሚካ ፈ ሉ የ ተመላ ላ ሽ ህ ክ ምና ማእ ከ ል ተጠቃሚዎች
ቢያ ን ስ የ ቃል ፍ ቃድ መኖሩ ን ማረ ጋ ገ ጥ ይጠበ ቅ በ ዎታል ፣ በ ተጨማሪ ም በ ት ና ቱ ፕ ሮፖዛ ል ላ ይ
ያ ሉት ን የ ስ ነ ምግ ባ ር ደ ን ቦ ች በ ሙሉ ስ ለ መከ በ ራቸውከ ታች ባ ለ ውክ ፍ ት ቦ ታ ላ ይ ይፈ ር ሙ
ካ ል ሆነ ግ ን ታካ ሚውን አ ሰ ና ብተውመጠይቁ ን ፋ ይል አ ድር ገ ውያ ስ ቀ ምጡ።
.
የ ጠያ ቂውፊ ር ማ------------------------------
ቅ ጥያ ሁለ ት ፡ የ መጠየ ቂ ያ ቅ ጽ
1. የ መለ ያ መረ ጃ
ቀ ን
ክ ል ል
ክ /ከ ተማ
ቀ በ ሌ
የ ሆስ ፒ ታሉ ስ ም
2.የ ተመላ ላ ሽ ህ ክ ምና ተጠቃሚዎች ወደ ተ ቋሙየ መጡበ ት ን ምክ ን ያ ት ለ ማወቅ የ ቀ ረ በ መጠይቅ
ኮ ድ ጥያ ቄ መል ስ
100 በ ዛ ሬውእ ለ ት ወደ ዚ ህ ሆስ ፒ ታል እ ን ዲመጡ
ያ ደ ረ ገ ዎት ምክ ን ያ ት ምን ድን ነ ው?
1. የ ሣን ባ ነ ቀ ር ሣ ህ መም
ምል ክ ቶ ች ስ ለ ሚታይብኝ /ከ 2ሳ ምን
ት በ ላ ይ የ ቆ ዬ ሳ ል ፣ ክ ብደ ት
መቀ ነ ስ ፣ ወዘ ተ /
2. የ አ ባ ላ ዘ ር ህ መምምል ክ ቶ ች
ስ ለ ሚታይብኝ / የ ብል ት
መቁ ሰ ል ፣ እ ብጠት ፣ ፈ ሳ ሽ ፣
ወዘ ተ /
3. የ ቆ ዬ ህ መምስ ላ ለ ኝ ክ ት ት ል
ለ ማድረ ግ /የ ደ ም ግ ፊ ት
፣ ስ ኳር ፣ አ ስ ም፣ የ ል ብ ህ መም
፣ ወዘ ተ /
4. ከ ሌላ የ ጤና ተ ቋ ም ለ ህ ክ ምና
ተ ል ኬ
5. ለ አ ጠቃላ ይ ሜዲካ ል ምር መራ
6. ሌላ /ይ ገ ለ ጽ /
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3. የ ግ ለ ሰ ባ ዊ ና ማህ በ ራዊ ታሪ ክ መጠየ ቂ ያ
101 አ ድራጘ 1.አ ዲስ አ በ ባ
2.ክ /ሀ ገ ር
102 ጾ ታ 1.ወን ድ
2.ሴት
103 እ ድሜ በ አ መት
አ ላ ውቀውም……2
104 የ ትምህ ር ት ደ ረ ጃ 1. መጻ ፍ ና ማን በ ብ የ ማይች ል
2. መጻ ፍ ና ማን በ ብ የ ሚች ል
3. ከ 1-4 ኛ ክ ፍ ል
4. ከ 5-8ኛ ክ ፍ ል
5. ከ 9-10ኛ ክ ፍ ል
6. ከ 11-12ኛ ክ ፍ ል
7. ከ 12ኛ በ ላ ይ
105 ሀ ይማኖት 1. ኦ ር ቶ ዶክ ስ
2. ሙስ ሊም
3. ፕ ሮቴ ስ ታን ት
4. ካ ቶ ሊክ
5. ሌላ ________________
106 ብሔር 1. አ ማራ
2. ኦ ሮሞ
3. ትግ ሬ
4. ጉ ራጌ
5. ሌላ ----------
107 ስ ራ 1. የ መን ግ ስ ት ተ ቀ ጣሪ
2. የ ግ ል ተ ቀ ጣሪ
3. የ ቤት እ መቤት
4. የ ቀ ን ሠራተ ኛ
5. የ ቤት ሰ ራተ ኛ
6. ነ ጋ ዴ
7. ገ በ ሬ
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4. ስ ለ ኤች . አ ይ .ቪ . ያ ላ ቸውን እ ውቀ ት መጠየ ቂ ያ
8. ተማሪ
9. ሌላ (ይገ ለ ጽ )_________________________
108 ወር ሀ ዊ ገ ቢ 1. ከ 300 ብር በ ታች
2. ከ 301-500ብር
3. ከ 501-1000ብር
4. ከ 1001-1500ብር
5. ከ 1501ብር በ ላ ይ
109 የ ጋ ብቻ ሁኔ ታ 1. ያ ላ ገ ባ /ች
2. ያ ገ ባ /ች
3. የ ፈ ታ /ች
4. የ ሞተ በ ት /ባ ት
5. የ ተ ለ ያ የ
201 ስ ለ ኤች አ ይ ቪ ሰ ምተውያ ውቃሉ ? 1.አ ዎ
2.አ ል ሰ ማሁም
202 ከ ኤች አ ይ ቪ መተ ላ ለ ፊ ያ መን ገ ዶች
ቢያ ን ስ ሶ ስ ቱ ን ቢገ ል ጹል ኝ ? /-
የ ግ ብረ -ሥጋ ግ ን ኙነ ት ፤ የ ደ ም
ን ክ ኪን ያ ስ ከ ተ ለ በ ስ ለ ት
መቆ ረ ጥና ከ እ ና ት ወደ ል ጅ ና ቸው/
1.ገ ል ጸ ዋ ል
2.አ ል ገ ለ ጹም
203 ኤች አ ይ ቪ በ ደሙ/ሟ/ ውስ ጥ
የ ሚገ ኝ በ ት /ባ ት / ሰ ውያ ውቃሉን ?
1.አ ዎ
2.አ ላ ውቅም
204
የ ቅ ር ብ ጓ ደ ኛ ዎ ወይምየ ፍ ቅ ር
ጓ ደ ኛ ዎ ኤች ኤ ቪ በ ደሙ/ሟ/ ውስ ጥ
እ ን ዳ ለ በ ት /ባ ት / ቢያ ውቁ ምን
ያ ደ ር ጋ ሉ ?
1.ወዲያ ውኑ እ ለ ያ ለ ሁ
2.ቀ ስ በ ቀ ስ ጓ ደ ኝ ነ ቴ ን አ ቋ ር ጣለ ሁ
3.ጓ ደ ኘ ነ ቴ ን እ ቀ ጥላ ለ ሁ
4.ለ መመለ ስ እ ቸ ገ ራለ ሁ
205 በ ኤ አ ይ ቪ /ኤድስ / ምክ ን ያ ት
ህ ይወቱ ን /ቷ ን / ያ ጣ/ች /ሰ ው
ያ ውቃሉ ?
1.አ ዎ
2.አ ላ ውቅም
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5. ስ ለ ኤች አ ይ ቪ /ኤድስ / ደ ምምር መራ ያ ላ ቸውን ተ ነ ሳ ሽ ነ ት ለ ማዎቅ የ ቀ ረ በ ጥያ ቄ
301 በ ጤና ባ ለ ሙያ የ ኤች አ ይ ቪ /ኤድስ /
የ ደ ም ምር መራ እ ን ዲያ ደ ር ጉ
የ ምክ ር አ ገ ል ግ ሎት ቢሰ ጠዎት
የ ደ ም ምር መራ ለ ማድረ ግ ፍቃደ ኛ
ነ ዎት ?
1. አ ዎ
2. አ ይደ ለ ሁም
302 ከ ዚ ህ በ ፊ ት ለ ኤች አ ይ ቪ የ ደ ም
ምር መራ አ ድር ገ ውያ ውቃሉ ?
1. አ ውቃለ ሁ
2. አ ላ ውቅም
303 የ ኤች አ ይ ቪ ደ ም ምር መራ ካ ደ ረ ጉ
በ አ ጠቃላ ይ ስ ን ት ጊ ዜ
ሆነ ዎት /በ ወራት ወይም በ አ መት /
…………………..
206
የ ኤች አ ይ ቪ መድሃ ኒ ት በ ነ ጻ
መቅ ረ ቡ በ ኤች አ ይ ቪ ምር መራ
ማድረ ግ አ ለ ማድረ ግ ላ ይ ምን
ተ ጽ እ ኖ አ ለ ው?
1.ያ ደ ፋ ፍራል
2.አ ያ ደ ፋ ፍ ር ም
3.አ ላ ውቅም
207 ኤች አ ይ ቪ በ ደ ምዎ ውስ ጥ ቢገ ኝ
ለ ቅ ር ብ ጓ ደ ኛ ዎ /ጓ ደ ኛ ፤ ፍ ቅ ረ ኛ ፤
ቤተ ሰ ብ /ይ ነ ግ ራሉ ?
1.አ ዎ
2.አ ል ነ ግ ር ም
3.የ ፍ ቅ ር ጓ ደ ኛ የ ለ ኝ ም
208 በ ህ ክ ምና ባ ለ ሙያ አ ነ ሳ ጚ ነ ት
የ ሚደ ረ ገ ውን የ ኤች አ ይ ቪ ምር መራ
የ ፍ ቅ ር ጓ ደ ኛ ዎ ወይም ቤተ ሰ ብዎ
እ ን ዲጠቀምበ ት ያ ደ ር ጋ ሉ ?
1.አ ዎ
2.አ ል መክ ር ም
209 ለ ኤች አ ይ ቪ የ ሚያ ጋ ል ጡ
ባ ህ ር ያ ት ን ቢያ ን ስ ሶ ስ ቱ ን
ይግ ለ ጹል ኝ ?/-ከ አ ን ድ በ ላ ይ
የ ወሲቭ ጓ ደ ኛ ፤ የ አ ባ ላ ዘ ር
በ ሽ ታ፤ የ ሳ ን ባ ነ ቀ ር ሳ ፤ ኮ ን ዶም
አ ለ መጠቀምና የ ኮ ን ዶም
መቀ ደ ድ፤ አ ደ ን ዛ ዥ እ ፅ ተ ጠቃሚ
መሆን /ወዘ ተ
1.ገ ል ጸ ዋ ል
2.አ ል ገ ለ ጹም
210 አ ን ድ ጤነ ኛ ሰ ው የ ኤች አ ይ ቪ
ቫ ይረ ስ በ ደ ሙ ውስ ጥ ሊኖ ር
ይች ላ ል ን ?
1.አ ዎ
2.አ ይች ል ም
3.አ ላ ውቅም
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ቢነ ግ ሩ ኝ
304 ከ ዚ ህ በ ፊ ት በ ተመላ ለ ሽ ህ ክ ምና
አ ገ ል ግ ሎት ሰ ጭባ ለ ሙያ የ ኤች አ ይ
ቪ ምር መራ እ ን ዲያ ደ ር ጉ ተ ጠይቀው
ያ ውቃሉ ?
1. አ ዎ ፣ ተጠይቄ ተመር ምሬ አ ለ ሁ
2. አ ዎ ፡ ግ ን ምር መራውን አ ላ ደ ረ ግ ሁም
3. የ ለ ም፣ አ ል ተጠየ ኩም
4. አ ላ ስ ታውስ ም
5. ሌላ
305 በ ዛ ሬው እ ለ ት በ ተመላ ላ ሽ ህ ክ ምና
አ ገ ል ግ ሎት ሰ ጭባ ለ ሙያ የ ኤች አ ይ
ቪ ምር መራ እ ን ዲያ ደ ር ጉ
ተ ጠይቀ ዋል ?
1. አ ዎ ፣ ተጠየ ቄ አ ለ ሁ
2. አ ል ተጠየ ኩም
306 በ ዛ ሬው እ ለ ት የ ኤች አ ይ ቪ ምር መራ
አ ድር ገ ዋ ል ?
1. ተመር ምሬ አ ለ ሁ
2. አ ል ተመረ መር ኩም
307 ኤች አ ይ ቪ በ ደ ምዎ ውስ ጥ ቢገ ኝ ና
ህ ክ ምና መጀመር የ ሚያ ስ ፈ ል ገ ው
ደ ረ ጃ ላ ይ ቢደ ር ሱ የ ፀ ረ -ኤች አ ይ
ቪ መድሃ ኒ ት ይጠቀማሉ ?
1. አ ዎ እ ጠቀማለ ሁ
2. አ ል ጠቀምም
3. እ ር ግጠኛ አ ይደ ለ ሁም
6. በ ተመላ ላ ሽ ህ ክ ምና አ ገ ል ግ ሎት ሰ ጭ የ ጤና ባ ለ ሙያ አ ነ ሳ ሽ ነ ት የ ኤች አ ይ ቪ ምረ መራ
ለ ማድረ ግ ና ላ ለ ማድረ ግ የ ሚያ በ ቁ ምክ ን ያ ቶ ች ን ለ ማወቅ የ ቀ ረ በ ጥያ ቄ
401 በ ባ ለ ሙያ አ ነ ሳ ሽ ነ ት የ ሚደ ረ ግ
የ ኤች አ ይ ቪን ምር መራ ለ መቀ በ ል
ያ ነ ሳ ሰ ዎት ን ምክ ን ያ ቶ ች
ቢገ ል ጹል ኝ ?
1. የ ኤች አ ይ ቪ ህ መም ምል ክ ቶ ች
ስ ለ ሚታይብኝ
2. ባ ለ ሙያ ው/ዋ /የ ደ ም ምር መራውን
ያ ነ ሳ በ ት /ች በ ት / በ ቂ ምክ ን ያ ት አ ለ ብዬ
ስ ላ ሰ ብኩ
3. ባ ለ ቤቴ ን ስ ለ ምጠረ ጥራት /ረ ው/
መመር መሩ ን መር ጫለ ሁ
3. ከ ዚ ህ በ ፊ ት የ አ ባ ላ ዘ ር በ ሽ ታ ይዞ ኝ
ስ ለ ነ በ ር ለ መመር መር ወሰ ን ኩ
4. ከ አ ን ድ በ ላ ይ የ ወሲብ ጓ ደ ኛ ስ ላ ለ ኝ
5. የ ጸ ረ -ኤች አ ይ ቪ መድሃ ኒ ት በ ነ ጻ
መኖሩ ን ስ ለ ተ ረ ዳ ሁ
6. ሌላ /ይገ ለ ጽ /
402 በ ባ ለ ሙያ አ ነ ሳ ሽ ነ ት የ ሚደ ረ ግ
የ ኤች አ ይቪ ምር መራ ለ መቀ በ ል
ያ ል ፈ ለ ጉ በ ት /የ ሚገ ድቡ
1. የ ኤች አ ይቪ ፖዘ ቲቭ ውጤትን ስ ለ ምፈ ራ
2. የ ጤና ባ ለ ሙያ ው/ዋ / ስ ለ ኤች አ ይቪ
ምን ም አ ይ ነ ት ገ ለ ጻ ስ ላ ላ ደ ረ ገ ል ኝ
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/ምክ ን ያ ቶ ች ን ቢገ ል ጹል ኝ ? 3. ስ ለ ኤች አ ይቪ ነ ጻ የ መወያ ያ ቦ ታ
ስ ለ ሌለ
4. የ ኤች አ ይቪ የ ደ ም ምር መራ ውጤቴን
በ ሚስ ጢር አ ይያ ዝምብዬ ስ ለ ሰ ጋ ሁ
5. ከ ህ ብረ ተ ሰ ቡ መገ ለ ል ን በ መፍራት
6. ከ ት ዳ ር /ወሲብ /ጓ ደ ኛ ዬ ሊደ ር ስ ብኝ
የ ሚች ለ ውን ጫና በ መፍራት
7. ነ ጻ ነ ኝ ብዬ በ ራሴ ስ ለ ምተማመን ና
ምን ም ለ ኤች አ ይቪ የ ሚያ ጋ ል ጥ ገ ጠመኝ
ስ ለ ሌለ ኝ
8. ሌላ /ይገ ለ ጽ /
7. ስ ለ ኤች አ ይቪ ቫ ይረ ስ የ ሚያ ጋ ል ጡ የ በ ሽ ተ ኛ ው ውስ ጣዊ አ መለ ካ ከ ት ና ባ ህ ሪ ን ለ ማወቅ
የ ተጠየ ቀ
501 ለ ኤች አ ይቪ ቫ ይረ ስ ተ ጋ ላ ጭ እ ሆና ለ ው
ብለ ውያ ስ ባ ሉ ?
1. አ ስ ባ ለ ው
2. አ ላ ስ ብም
3. አ ላ ውቀውም
አ ላ ስ ብም ካ ሉ ወደ 503
አ ላ ውቀውምካ ሉወደ 504
502 ለ ኤች አ ይቪ ቫ ይረ ስ ለ ምን ተ ጋ ላ ጭ
እ ሆና ለ ሁ ብለ ውያ ስ ባ ሉ ?
1. ከ አ ን ድ በ ላ ይ የ ወሲብ ጓ ደ ኛ
ስ ላ ለ ኝ
2. ብዙ ጊ ዜ ኮ ን ዶም ባ ግ ባ ቡ
ስ ለ ማል ጠቀም
3. የ ኮ ን ዶም መቀ ደ ድ አ ጋ ጣሚዎች
ስ ለ ነ በ ሩ
4. ከ ዚ ህ በ ፊ ት የ አ ባ ላ ዘ ር በ ሽ ታ
ታምሜስ ለ ነ በ ር
5.ሌላ /ይገ ለ ጽ /
503 ለ ኤች አ ይቪ ቫ ይረ ስ የ መጋ ለ ጥ እ ድል
የ ለ ኝ ምብለ ውያ ስ ባ ሉ ለ ምን ?
1. የ ወሲብ ግ ን ኙነ ት
ስ ላ ል ጀመር ኩ
2. አ ን ድ ለ አ ን ድ ብቻ
ተ ወስ ኜ ስ ለ ምኖ ር
3. በ ጋ ራ ተመር ምረ ን
ውጤቱን ካ ወቅ ሁት አ ን ድ
ሰ ው ጋ ር ተወስ ኜ
ስ ለ ምኖ ር
4. ኮ ን ዶምን ባ ግ ባ ቡና
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ሁሌም ስ ለ ምጠቀም
5. ሌላ /ይ ገ ለ ጽ /
504 ኮ ን ዶም ተጠቅመውያ ውቃሉ /የ ወን ድ ወይም
የ ሴት /?
1. አ ውቃለ ሁ
2. አ ላ ውቅም
አ ላ ውቅም ካ ሉ ወደ 506
505 የ አ ባ ላ ዘ ር በ ሽ ታን ና ኤች አ ይቪን
ለ መላ ከ ል
ኮ ን ዶም እ ጠቀ ማለ ውካ ሉ ፣ በ ምን አ ይ ነ ት
ሁኔ ታ ነ ው የ ሚጠቀሙት
1. ከ አ ዲስ ፍ ቅ ረ ኛ ዬ ጋ ር
2.እ ር ግ ዝ ና እ ን ዳ ይከ ሰ ት
በ ማስ ብበ ት ጊ ዜ
3. ከ ባ ለ ቤቴ ወይም ከ ፍቅ ረ ኛ ዬ ውጭ
ወሲብ በ ምፈ ጽምበ ት ጊ ዜ
4. በ ባ ለ ቤቴ ወይም በ ወሲብ ጓ ደ ኛ ዬ
ጥያ ቄ
5. ሁል ጊ ዜ ና ባ ግ ባ ቡ
506 ባ ለ ፈው አ ን ድ አ መት ውስ ጥ ስ ን ት
የ ወሲብ ጓ ደ ኛ ነ በ ረ ዎት ?
507 ኤች አ ይቪ ቫ የ ረ ስ
በ ደሙ/ሟ/ውስ ጥሊገ ኝ በ ት /ባ ት /ይች ላ ል
ብለ ው ከ ሚሰ ጉ ት ሰ ው ጋ ር የ ወሲብ
ግ ን ኙነ ት ፈ ጽመውያ ውቃሉ ?
1. አ ውቃለ ሁ
2. አ ላ ውቅም
508 የ ደ ም ን ክ ኪን ያ ሰ ከ ተ ለ በ ስ ለ ት መወጋ ት
ወይምመቆ ረ ጥ አ ጋ ጥሞዎት ያ ውቃል ?
1. አ ዎ
2. አ ያ ውቅም
509 ኤች አ ይቪ ቫ ይረ ስ በ ደ ሙ/ሟ/ ውስ ጥ
የ ሚገ ኝ በ ት /ባ ት /ን ሰ ው በ ቅ ር ብ
በ መደ ገ ፌና በ መን ከ ባ ከ ቤ ምና ል ባ ት
ለ ኤች አ ይቪ ቫ ይረ ስ ተ ጋ ል ጬ ይሆና ል
ብለ ውይሰ ጋ ሉ ?
1.አ ዎ እ ሰ ጋ ለ ሁ
2. አ ል ሰ ጋ ም
በ ዚ ህ ጥና ት በ መሳ ተ ፍዎ ከ ል ብ አ መሰ ግ ና ለ ሁ፡ ፡
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